We report the case of a 32-year-old woman who presented upon returning from India with cutaneous ulcers on the feet and pharyngitis. Microbiological testing showed the causative organism to be a toxigenic strain of Corynebacterium diphtheriae. She was treated successfully with penicillin and diphtheria antitoxin. This case emphasises the importance of maintaining a high index of suspicion for such rare but significant infectious diseases.
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Keywords: diphtheria, Corynebacterium diphtheriae, toxigenic Corynebacterium diphtheriae was first described as the cause of diphtheria by Loeffler in 1884. At that time it ravaged most of the world, and was known as 'the strangling angel of children'. With the advent of widespread vaccination, it was hoped that this disease would fade into obscurity. Instead, it remains a significant health problem in many parts of the world, and the developed countries are not immune to its threat.
Since the introduction of immunisation against diphtheria in the 1940s, its incidence has declined rapidly, to the extent that it is considered eliminated in the immunised population of industrialised countries, with toxigenic strains no longer circulating among the native population.' This reduced prevalence results in reduced awareness. However, diphtheria is endemic in many developing countries and epidemics occur, most recently in Russia. 2 Diphtheria typically presents as a severe pharyngitis with membrane formation, which may extend to the larynx and trachea causing respiratory compromise. The toxin liberated can cause myocardial and neurological damage. Diphtheria may also occur as a cutaneous form, and this acts as an important source for the dissemination of the infection.' Other forms that diphtheria may take include endocarditis, septic arthritis, splenic abscess, or bacteraemia.
Vaccination substantially reduces the risk of developing the complications of diphtheria, but serological surveys have shown that many people in the developed world are not protected.4" In a survey of over 3000 Italian army recruits the level of non-protection was 22.9%, compared with 5.3% for tetanus.6 These factors, combined with the increasing ease of world travel, make the importation of diphtheria ever more likely. We now report such a case.
Case report
A 32-year-old Caucasian woman presented 10 days after returning from a one-month holiday in India. Three weeks previously she had developed an abrasion in the first toe space of the right foot. At first she attributed this to trauma from her footwear, but it later developed into a true ulcer. Two weeks later a similar lesion appeared on her left foot. Corynebacterium diphtheriae was subsequently cultured from microbiological swabs of these lesions taken by her general practitioner.
At the time of admission she reported a sore throat for two days, and generalised myalgia for one day. She had received full childhood vaccination including diphtheria toxoid. On examination she was apyrexial. There were two ulcers on the feet (figure 1). The pharynx was inflamed with a firmly adherent exudate over the left posterior pharyngeal wall (figure 2) with posterior cervical lymphadenopathy. No other abnormalities were present.
Corynebacterium diphtheriae var mitis was cultured from throat swabs. The organism proved to be toxin positive, and this was confirmed by polymerase chain reaction for the toxin gene. 
